Carcinoid tumours of the bronchus are the common'est benign bronchial tumour and comprise about 4% of all lung tumours, although this incidence is diminishing owing to the increasing incidence of carcinoma of the bronchus. ' The series reported here is the largest so far reported from the United Kingdom-larger series have been reported only from the Mayo Clinic, Rochester, Minnesota (203 patients)2 and in a review from Sweden of the papers published worldwide with special reference to choice of operation (313 patients). 
Results

SYMPTOMS
The presenting symptoms (table 2) were similar to those recorded in previous series. In half the cases there was persisting or recurrent lung infection and in one third of the cases haemoptysis. The remainder presented with pain, persistent cough, wheeze, or dyspnoea. One fifth of patients denied having any symptoms and presented after routine chest radiography. Many of the patients had a long history and had gross bronchiectasis or infection in the lung distal to the tumour. The duration of symptoms in patients with haemoptysis was much shorter. None of the patients presented with the carcinoid syndrome of diarrhoea and flushing of the face associated with increased serotonin secretion in the blood or 5-hydroxyindole acetic acid in the urine.
RADIOLOGICAL FINDINGS
All patients had an abnormal chest radiograph though in the two cases presenting with a wheeze the radiograph might easily have been passed as normal. In 57 cases there was a segmental or lobar area of collapse and consolidation in the lung; in 20 cases a well defined opacity, usually near the hilum; and in two cases emphysema of part of a lung, which at bronchoscopy was seen to be obstructive in type.
Hurt, Bates BRONCHOSCOPIC APPEARANCES
The tumour was not visible on rigid bronchoscopy in 17 cases but in the remaining 62 the tumour was seen and biopsy specimens were taken in all cases but one. Appreciable haemorrhage after biopsy occurred in only two cases and was easily controlled.
In three cases the tumour was reported as an oat cell carcinoma-one 20 years ago before the present refinements of histological diagnosis and two more recently on the basis of the small biopsy specimen obtained at fibreoptic bronchoscopy. In these last two cases the innocent nature of the tumour was appreciated only later, at rigid bronchoscopy in one and at pneumonectomy in the other.
The tumours were situated almost entirely in the larger named bronchi ( operative haemorrhage at the time of pneumonectomy. All the other patients recovered uneventfully and there were no late operative complications.
HISTOLOGY
In six of the 79 cases ossification was seen in part of the tumour on histological examination. It had not been seen on the routine radiographs.
Many cases were found at operation to have lymph node enlargement, but this was due to infection in the lung distal to the tumour except in one case, in which the gland was invaded by tumour. This patient was treated in 1951 and has unfortunately been lost to follow up.
Tumour cells were present in the capillaries and lymphatics in the case of atypical carcinoid and in addition the cells showed a low mitotic activity. In 1949 similar cells were also observed in the bronchial mucosa and electron microscopy showed identical granules in these cells, which were the main component of bronchial carcinoid. It was therefore considered that bronchial carcinoids arose from the Kultschitzky type of cell normally but scantily present in bronchial mucosa and also present in the intestinal mucosa.39
Oat cell carcinoma was subsequently shown by electron microscopy also to contain electron dense neurosecretory granules similar to those found in bronchial Kultschitzky cells and in the cells of bronchial carcinoidV These granules are identical in appearance, though they are more numerous in carcinoid. Furthermore, oat cell carcinoma and bronchial carcinoid may secrete a similar series of hormones, resulting in Cushing s syndrome, the carcinoid syndrome, or hyponatraemia with excessive secretion of antidiuretic hormone. They are both tumours of the APUD (amine precursor uptake and amino acid decarboxylation) cell series of hormone secreting cells, which are derived from the neural crest. On electron microscopy the cells have distinctive membrane bound granules in the cytoplasm. 4' On the basis of these findings, bronchial carcinoid and oat cell carcinoma are thought to be both derived from the Kultschitzky type of cell normally found in bronchial mucosa, and to represent two extremes of malignant potential, the bronchial carcinoid being a locally spreading but basically benign tumour and the oat cell carcinoma being an anaplastic and highly malignant form of tumour. This must not, however, be interpreted as implying that a tumour that commences as a bronchial carcinoid may undergo a metamorphosis to an oat cell carcinoma, for which there is no clinicopathological evidence.
The features which differentiate a carcinoid from an oat cell carcinoma have been described by Fisher et al, '42 but in some cases they are thought to be capable of differentiation only by electron microscopy. 43 If this is confirmed it poses a very real problem for the thoracic pathologist in a district hospital, where electron microscopy is less easily available. Perhaps its use will be required only in selected cases." The relationship between oat cell carcinoma and carcinoid has been discussed recently in detail by Shimosoto et al.45 EXTENT OF RESECTION There is still much controversy concerning the true nature of bronchial carcinoid and its degree of malignancy, ranging from the experience of the Memorial Cancer Center in New York'8 that it is a rapidly growing tumour with a discouraging five year survival rate to the Mayo Clinic experience2 of a relatively benign tumour with an 87% 10 year survival rate. There is so much difference of opinion in published reports about the malignancy of this tumour that one sometimes wonders whether the same tumour is being discussed. This can be due only to a difference in interpretation and classification of the histological appearances. Carcinoid tumours of the lung are not uncommonly misdiagnosed as oat cell carcinoma, the correct diagnosis being made only retrospectively by histochemical and electron microscopy techniques. Likewise a highly differentiated bronchial carcinoma may be difficult to differentiate from a carcinoid. There are many reports of these errors being made. Another reason for the conflicting views is that in many reports carcinoid has not been separated from the much less common adenoid cystic carcinoma (cylindroma), a tumour which is very much more malignant. The main objection to classification of carcinoid tumours as malignant is the clinical behaviour. It is often associated with long survival even in the absence of effective treatment,24 46 and even if there is carcinoid at the line of bronchial resection. 26 If the lymph nodes are affected by tumour then naturally a more radical operation should be undertaken, but often the lymph node enlargement is due to pulmonary infection and not to tumour. The question of lymph node disease should be assessed by frozen section at the time of operation and not in retrospect in the laboratory. In only one of the cases reported here were glands affected by tumour.
There 
